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: Higher disease rates for blacks (or African Americans) compared
to whites are pervasive and persistent over time, with the racial gap in mortal-
ity widening in recent years for multiple causes of death. Other racial/ethnic
minority populations also have elevated disease risk for some health condi-
tions. This paper considers the complex ways in which race and socioeconomic
status (SES) combine to affect health. SES accounts for much of the observed
racial disparities in health. Nonetheless, racial differences often persist even at
“equivalent” levels of SES. Racism is an added burden for nondominant pop-
ulations. Individual and institutional discrimination, along with the stigma of
inferiority, can adversely affect health by restricting socioeconomic opportu-
nities and mobility. Racism can also directly affect health in multiple ways.
Residence in poor neighborhoods, racial bias in medical care, the stress of
experiences of discrimination and the acceptance of the societal stigma of infe-
riority can have deleterious consequences for health.
 
This paper provides an overview of the ways in which race and socioeconomic status
(SES) combine to affect health status. It first considers patterns of racial differences
in health and the role that SES plays in accounting for these disparities. It then de-
scribes the nature of racism—the ways in which policies linked to the historic legacy
and the persistence of racism have created adverse living conditions that are patho-
genic for minority populations. Residential segregation has restricted African-
Americans’ access to desirable educational and employment opportunities. In com-
bination with other racist mechanisms, it has created the concentrated disadvantage
characteristic of many minority communities. The stability of these societal process-
es has led to remarkable stability in racial economic inequality and in the nonequiv-
alence of SES indicators across race. Finally, the paper considers the ways in which
economic discrimination, discrimination in medicine, perceptions of racial bias, and
the stigma of inferiority can have pathogenic consequences.
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illustrates these associations by comparing the mortality rates for all of the major
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data reveal that the overall death rate for American Indians is similar to that of
whites. However, compared to whites, American Indians have lower death rates for
cardiovascular disease and cancer but higher rates of death from injuries, the flu and
pneumonia, diabetes, suicide, and cirrhosis of the liver. It should be noted that mor-
tality rates for American Indians who live on or near reservations are higher than the




 The overall mortality rates for the Hispanic popula-
tion is lower than that of the white population but Hispanics have higher death rates
for diabetes, cirrhosis of the liver, and HIV/AIDS than whites. For all of the leading
causes of death in the United States, the Asian Pacific Islander population has mor-
tality rates that are considerably lower than those of whites.
Several factors must be considered to put these data into perspective. First, a non-
trivial proportion of nonblack minorities are misclassified as white on the death cer-
tificate. This numerator problem leads to an underestimate of the death rates for




 Second, there is
considerable heterogeneity within each of the major racial/ethnic populations that
importantly predicts variation in health status within each group. Third, a relatively
high proportion of the Hispanic, and especially the Asian-American population, is
foreign-born, and their health profile reflects in part the impact of immigration. Im-
migrants tend to enjoy better health status than the native-born population, even




 However, with increasing length of stay
in the United States and adaptation to mainstream behavior, the health status of im-
migrants deteriorates.
African Americans (or blacks) have an overall death rate that is 1.6 times higher
than that of the white population. Elevated mortality rates for the black compared to
the white population exists for eight of the ten leading causes of death. These racial
 
TABLE 1. Age-adjusted death rates (per 100,000 population) for whites and


































All causes 466.8 1.58 0.98 0.59 0.78
 
1. Heart disease 129.8 1.47 0.78 0.55 0.68
2. Cancer 125.2 1.34 0.68 0.61 0.62
3. Stroke 24.5 1.80 0.86 0.98 0.80
4. Pulmonary disease 21.5 0.83 0.59 0.40 0.41
5. Unintentional injuries 29.9 1.23 1.93 0.54 0.97
6. Flu and pneumonia 12.2 1.45 1.15 0.81 0.80
7. Diabetes 12.0 2.40 2.32 0.73 1.57
8. HIV/AIDS 7.2 5.75 0.58 0.31 2.26
9. Suicide 11.6 0.57 1.12 0.52 0.58
10. Liver cirrhosis 7.3 1.27 2.84 0.36 1.73
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disparities have been documented for a long time and have been widening in recent




 2 presents the mortality rates





overall mortality rate for African Americans has declined over time, for several caus-
es of death (cancer, diabetes, suicide, cirrhosis of the liver, and homicide) the mor-
tality rate is higher in 1995 than in 1950. Moreover, the black/white ratio for all-
cause mortality in 1995 is virtually identical to that of 1950. Black/white mortality
ratios over this 45-year period are virtually unchanged for some causes of death,
such as stroke and unintentional injury, and smaller for two causes of death (the flu
 
TABLE 2. Mortality rates for blacks and black/white ratios (age-adjusted death rates











Causes of Death Black Rate B/W Ratio Black Rate B/W Ratio
 
All causes 1236.7 1.55 765.7 1.58
 
1. Heart disease 379.6 1.26 198.8 1.49
2. Cancer 129.1 1.04 171.6 1.35
3. Cerebrovascular disease 150.9 1.81 45.0 1.82
4. Pulmonary disease — — 17.6 0.83
5. Unintentional injury 70.9 1.27 37.4 1.25
6. Flu and pneumonia 57.0 2.49 17.8 1.44
7. Diabetes 17.2 1.24 28.5 2.44
8. HIV/AIDS — — 51.8 4.67
9. Suicide 4.2 0.36 6.9 0.58
10. Cirrhosis 7.2 0.84 9.9 1.34
11. Homicide 30.5 11.73 33.4 6.07
 























36.3 32.6 3.7 31.1 26.2 4.9
 
1. Less than $10,000 35.8 32.7 3.1 27.3 25.2 2.1
2. $10,000–$14,999 37.4 33.5 3.9 30.3 28.1 2.2
3. $15,000–$24,999 37.8 36.3 1.5 32.4 31.3 1.1
4. $25,000 or more 38.5 36.5 2.0 33.9 32.6 1.3
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and pneumonia and homicide). However, the black/white mortality ratios in 1995 are
larger than those in 1950 for heart disease, cancer, diabetes, and cirrhosis of the liver.
Socioeconomic status predicts variation in health within minority and white pop-





these data for life expectancy. At age 45, white males have a life expectancy that is




 Similarly, white females have
a life expectancy at age 45 that is 3.7 years longer than that of their black peers. How-




Black men in the highest income group live 7.4 years longer than those in the lowest
income group. The comparable numbers for whites was 6.6 years. Thus, the SES dif-
ference within each racial group is larger than the racial difference across groups. A
similar pattern is evident for women, although the SES differences are smaller. At
age 45, black women in the highest income group have a life expectancy that is 3.8
years longer than those in the lowest income group. Among whites, the SES differ-
ence is 2.7 years. Also evident in the life expectancy data is an independent effect of
race even when SES is controlled. At every level of income, for both men and wom-
en, African Americans have lower levels of life expectancy than their similarly situ-
ated white counterparts. This pattern has been observed across multiple health
outcomes and for some indicators of health status, such as infant mortality, the racial




RACE AND RACISM IN THE UNITED STATES
 
How do we understand these differences? What is race, and what contribution
does racism make to these persisting patterns of racial differences in health? Our cur-
rent racial categories were created before the development of valid scientific theories




 The American Associ-




 recently stated that “Pure races in the sense of ge-
netically homogenous populations do not exist in the human species today, nor is
there any evidence that they have ever existed in the past.” There is considerable bi-
ological variation in human populations, but our racial categories fail to capture it.
There is more genetic variation within our existing racial groups than between them.
Moreover, genetics is not static but changes over time as human populations interact
with their natural and social environment. In the United States, our racial groups im-
portantly capture differences in power, status, and resources. Three of the five offi-
cial racial/ethnic categories were used in the inaugural census in 1790 and these
groups were not regarded as equal. In compliance with the First Article of the United
States Constitution, that census enumerated whites, blacks as three-fifths of a person,
and civilized Indians (that is, Indians who paid taxes). The Thirteenth Amendment
abandoned the three-fifths rule, and over time new racial categories were developed




Historically, racial categorization has been rooted in racism, and racial classifica-
tion schemes have had an implicit or explicit relative ranking of various racial
groups. Within the U.S. context, whites have always been at the top, blacks at the
bottom, and other groups in between. The construct of racism can enhance our un-
derstanding of racial inequalities in health. By racism, I mean an ideology of inferi-
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ority that is used to justify unequal treatment (discrimination) of members of groups
defined as inferior, by both individuals and societal institutions. This ideology of in-
feriority may lead to the development of negative attitudes and beliefs towards racial
outgroups (prejudice), but racism primarily lies within organized institutional struc-




First, is the endorsement of an ideology of inferiority a relic of a bygone era? On
the one hand, there have been dramatic improvements in the racial climate in the




 For example, national data reveal that in 1942
only 32% of whites with school-aged children believed that white and black children
should go to the same schools. Ninety-six percent of white parents supported that
view in 1995. Similarly, in 1958 only 37% of whites stated that they would vote for
a qualified black man for President of the United States. In 1997, 95% of whites in-
dicated that they would vote for a black person for President. At the same time, other
data indicate that racial attitudes are complex. Overwhelming support for the princi-





Moreover, data on stereotypes reveal the persistence of negative images of minor-
ity racial/ethnic populations in the United States. National data reveal that 45% of
whites believe that most blacks are lazy, 51% indicated that most blacks are prone to





 These data also reveal a reluctance to endorse positive stereotypes
of African Americans. Only 17% of whites indicated that most blacks are hard-work-
ing, 15% that most blacks are not prone to violence, 21% that most blacks are intel-
ligent, and 12% that most blacks prefer to be self-supporting. These data are even
more striking when compared with whites’ perceptions of themselves and other
groups. In general, whites view all minority racial groups more negatively than
themselves, with blacks being viewed more negatively than any other group. Hispan-
ics tend to be viewed twice as negatively as Asians. Jews tend to be viewed more pos-




How does racism affect health? First, and most importantly, racism has restricted
socioeconomic attainment for members of minority groups. By determining access
to educational and employment opportunities, segregation has been a key mecha-




 It is generally rec-
ognized that there are large racial differences in SES, and health researchers
routinely adjust for SES when examining the race–health association. However, SES
is not just a confounder of racial differences in health but part of the causal pathway
by which race affects health. Race is an antecedent and determinant of SES, and ra-
cial differences in SES reflect, in part, the successful implementation of discrimina-
tory policies premised on the inferiority of certain racial groups.
Arguably, the single most important policy of this type that continues to have per-
vasive adverse effects on the socioeconomic circumstances and the health of African
Americans is residential segregation. Beliefs about black inferiority and an explicit
desire to avoid social contact with this out-group led to the development of policies
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in the early 20th century that aimed at ensuring the physical separation of blacks




 This physical separation was possible through co-




 Between 1900 and the 1940s, fed-
eral housing policies, the lending practices of banks, restrictive covenants, and
discrimination by the real estate industry, individuals and vigilant neighborhood
organizations, ensured that housing options for blacks were restricted to the least





 but most of the institutional discrimination that created segregation is
now illegal. However, the structure of segregation and its consequences have re-





 4 shows the average levels of segregation in the 30 metropolitan areas with




 Data are provided for two
of the most commonly used measures of segregation. The index of dissimilarity, a
measure of unevenness, captures the percent of blacks who would have to change
neighborhood residence to achieve complete integration. The isolation index indi-
cates the percent of blacks in the census tract where the average black person resides.
Segregation is slightly higher in the North than in the South but in both regions the
levels of segregation are very high. In 1990, for example, 78% of blacks in northern
metropolitan areas would have to move in order to achieve a random distribution of
blacks and whites. In the South, 67% of blacks would have to move. Similarly, in
1990 the average African American living in the North resided in a census tract that
was 69% black. In the South, the average black lived in a neighborhood that was 65%
black. There has been little change in these levels of segregation in the last 20 years.
While other groups have experienced residential segregation in the United States, no
immigrant population has ever lived under the high levels of segregation that current-




 Moreover, the high
level of segregation of the black population is not self-imposed because blacks re-




Residential segregation has led to racial differences in the quality of elementary
and high school education. Because the funding of education is at the local level,
community resources importantly determine the quality of the neighborhood school.
 












Unevennes, percent of blacks who would have to change residence to achieve an even spatial









1. Unevenness 84.5 80.1 77.8
2. Isolation 68.7 66.1 68.9
South
1. Unevenness 75.3 68.3 66.5
2. Isolation 69.3 63.5 64.9
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Residential segregation had led to the concentration of poverty in residential areas
and thus the concentration of poverty in the classroom. Not withstanding a unani-
mous Supreme Court ruling in 
 
Board vs. Board of Education,
 
 elementary and high





 Moreover, even in integrated schools, black students are
disproportionately allocated or tracked into low-ability and non–college preparatory





Two-thirds of African-American students and three-fourths of Hispanic students





tion of black and especially Hispanic students in predominantly minority schools has
been increasing in recent years. There is nothing inherently negative with having
most of one’s fellow classmates being members of minority groups. The problem is
the very strong relationship between racial composition of schools and concentrated
poverty. In the United States a student in an intensely segregated African-American
and/or Latino school is 14 times more likely to be in a high-poverty school than a














millions of poor whites in the United States, but most poor white families do not live
in areas of concentrated poverty and thus have access to better options in terms of
educational opportunities. In 96% of predominantly white schools in the United
States the majority of the students come from middle class backgrounds,
Residential segregation also adversely affects SES by having a profound negative





 has documented that the selective out-migration of whites and some
middle class blacks from the core areas of cities (where most blacks reside) to the
suburbs over the last several decades has been accompanied by the movement of
high-pay, low-skill jobs to the suburbs. This movement of jobs is related to larger
processes of urbanization and industrialization, but some evidence suggests that con-
siderations of race have explicitly played a role. African Americans have had signif-
icantly higher rates of industrial job losses than whites in recent decades, and
research reveals that both U.S.-based and foreign companies explicitly use the racial





 This is true both for the placement of new plants and for the relocation of





 analysis of over 35,000 U.S. companies that report to the Equal
Employment Opportunity Commission found that blacks were the only racial group





Americans had a net job loss of 59,000 jobs, compared with net gains of 71,100 for
whites, 55,100 for Asians, and 60,000 for Latinos. These job losses did not reflect
individual discrimination but rather were the result of restructuring, relocation, and
downsizing. In many cases, they reflected the movement of employment facilities to
suburban, rural, and southern areas where the proportion of blacks in the labor force
was low.
Discrimination at the individual level also plays a role in reducing employment
opportunities for minority group members. Studies of white employers reveal that
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they consciously and deliberately use negative racial stereotypes to deny employ-




 Some of the best evidence of the persis-
tence of discrimination in employment comes from audit studies conducted by the
Urban Institute. In these studies, white applicants were favored over black applicants




 Thus, negative racial stereotypes of
African Americans appear to play a role both when individual employers evaluate
potential applicants, as well as when corporate decision makers deliberate about the
location of employment facilities.
Impoverished segregated areas have multiple adversities that may combine in ad-
ditive and interactive ways to adversely affect SES. Lack of access to jobs produces
high rates of male unemployment. There is a strong relationship, for both blacks and
whites, between rates of marriage and rates of male unemployment and average male
earnings. Thus, the concentration of economic disadvantage in impoverished segre-
gated areas is a major force underlying high rates of out-of-wedlock births and
female-headed households and the consequent feminization of poverty that occurs




 The resulting concentration of poverty isolates youth
in segregated communities from both role models of stable employment and social





sure to these conditions can undermine a strong work ethic and devalue academic
success.
Racism can also affect SES attainment through the impact of negative racial ste-




 has reviewed the evidence that suggests
that the negative cultural images of blacks may adversely affect academic perfor-
mance. He indicates that there is little racial difference between blacks and whites
on standardized tests in the first grade. However, a racial gap widens with each year
in school and is two full grade levels by the sixth grade. This pattern is not explained
by either SES or group differences in skills. Moreover, achievement gaps between
blacks, as well as non-Asian minorities, are evident at all levels of SES and some-
times widen with increasing SES. Further, at every skill level, non-Asian minorities
receive lower grades than whites. A similar pattern exists for women relative to men
but only in those areas of academic performance where women are sterotypically
viewed as deficient (such as in the physical sciences and in advanced math courses).
Research from the U.K., Israel, Japan, India, and other countries reveal that groups








 suggests that among lower SES blacks the internalization of negative soci-
etal stereotypes may become a self-fulfilling prophecy leading to low performance.
In contrast, among high SES, self-confident blacks, the threat of poor performance
in a stereotype-relevant domain may lead to anxieties that adversely affect academic
performance.
 
STABILITY OF RACIAL INEQUALITY
 
Institutional policies have played a major role in creating large racial differences
in SES. Because of the persistence of the institutional mechanisms underlying racial
inequality, there has been remarkable stability in the racial gap in SES over time. The
President’s Council of Economic Advisors’ recent review of trends in racial econom-
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ic inequalities documented that the expansion of the black middle class and the con-





spite of current efforts to dismantle affirmative action policies, the data clearly show
that the economic progress of blacks relative to whites stalled in the mid-1970s, and
there has been 20 years of stagnation since then. Moreover, income inequality has





 5 shows that in 1978, the median family income of blacks ($25,288) was
59 cents for every dollar earned by whites in median family income ($42,695). In
1996, the black/white ratio of median family income was identical to that of 1978,
and there had been little change during the intervening 23 years. Similarly, the pov-





poverty rate of blacks (30.6%) was 3.5 times higher than that of whites (8.7%) in
1978. The black poverty rate declined to 28.4 in 1996, and the poverty rate of whites
increased somewhat to 11.2 in 1996. Thus, the black/white ratio fell slightly, with
blacks being 2.5 times more likely to live in poverty in 1996, compared to whites.




 6 presents the unemployment rates for




 Since 1950, African Americans have had un-
employment rates that have been about twice as high as that of whites. Over time,
the unemployment of both blacks and whites have moved up and down with the busi-
ness cycle, but the changes for African Americans have been at about twice the rate
for whites. There have been modest gains in unemployment in the last few years, but
in 1995 blacks still had an unemployment rate that was twice that of whites. These
data provide striking evidence of persistent racial inequality in the United States.
Because of the operation of these large-scale societal processes, indicators of SES
are not equivalent across racial groups. That is true at the level of the community, the
household, and the individual. Because of residential segregation, black and white
 











Median Income Poverty Rate
Year Whites Blacks B/W Ratio Whites Blacks B/W Ratio
1978 42,695 25,288 0.59 8.7 30.6 3.52
1980 41,759 24,162 0.58 10.2 32.5 3.19
1982 40,379 22,317 0.55 12.0 35.6 2.97
1984 41,809 23,302 0.56 11.5 33.8 2.94
1986 44,105 25,201 0.57 11.0 31.1 2.83
1988 44,981 25,636 0.57 10.1 31.3 3.10
1990 44,315 25,717 0.58 10.7 31.9 2.98
1992 43,245 23,600 0.55 11.9 33.4 2.81
1994 43,284 26,148 0.60 11.7 30.6 2.62
1996 44,756 26,522 0.59 11.2 28.4 2.54
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neighborhoods differ dramatically in the availability of jobs, family structure, oppor-
tunities for marriage, educational quality, and exposure to conventional role models.
They also differ in the quality of life and access to resources and amenities that sus-




 found that in the 171 largest cities
in the United States, there is not even one city where whites live in ecological equal-
ity to blacks in terms of poverty rates and rates of single-parent households. In fact,
Sampson and Wilson concluded that, “The worst urban context in which whites re-








 7 presents racial differences in the income return from education for




 These national data reveal that at every level
of education blacks and Hispanics have lower levels of income than whites. Al-
though part of this difference may be due to differences in educational performance
and quality, some evidence suggests that other factors are at work. For example, a
recent study documented that even after taking racial differences in test scores into












Taken from the Economic Report of the President.
 
Year Black White B/W Ratio
1950 9.0 4.9 1.84
1955 8.7 3.9 2.23
1960 10.2 5.0 2.04
1965 8.1 4.1 1.98
1970 8.2 4.5 1.82
1975 14.8 7.8 1.90
1980 14.3 6.3 2.27
1985 13.7 6.2 2.21
1990 11.4 4.8 2.38
1995 9.6 4.9 1.96
 
TABLE 7. Median income by educational attainment for whites, blacks, and hispanics










Education Level White Black Hispanic
Not a high school graduate $9,762 $7,365 $9,486
High school graduate $16,331 $13,294 $13,408
Some college or associate degree $23,480 $20,249 $20,225
Bachelor’s degree or more $30,121 $26,160 $25,302
Professional degree $56,436 $42,237 —
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data reveal that blacks have higher costs for goods and services than whites due to
higher prices on average for a broad range of services such as housing, food, and in-





Moreover, racial differences in income understate the true magnitude of the racial
differences in economic resources. National data reveal that at every level of income
there are large racial differences in wealth. For example, white households have a





the lowest quintile of income have a median net worth of $10,257 compared to $1
for comparable blacks. Because much of the wealth of most American families exists
in the form of home equity, a substantial part of this racial difference is linked to





racial differences in economic circumstances are consequential to the day-to-day
struggle for survival for minority group members. In the early 1990s, the Census
Bureau’s Survey of Income and Program Participation collected data on the econom-
ic hardship experienced by American households. These data reveal that after adjust-
ment for SES (income, education, transfer payments, home ownership, employment
status, disability, and health insurance) and demographic factors (age, gender, mari-
tal status, the presence of children, and residential mobility), African Americans
were more likely than whites to experience six of nine hardships examined: unable
to meet essential expenses, unable to pay for rent or mortgage, unable to pay full





 There were no racial differences on lacking visits to a doctor
and not having enough food. Blacks were less likely than whites to have no visit to
a dentist.
 
RACISM AND HEALTH: DIRECT EFFECTS
 
A growing body of research also suggests that in addition to its effects on health
indirectly through socioeconomic position, exposure to racism and discrimination
can also more directly adversely affect health. First, residential segregation can cre-
ate pathogenic housing and living conditions. Segregation is often a key determinant
of quality of life in neighborhoods. Residents of highly segregated neighborhoods




Reductions in spending and the delivery of services leads to the neglect and deteri-
oration of the physical environment in poor neighborhoods. The redlining by banks
can result in the disproportionate representation of undesirable land uses, such as
deserted factories, warehouses, and landfills in segregated areas. Persons who reside
in segregated neighborhoods may also be disproportionately exposed to environ-
mental toxins and poor-quality housing. The largest black–white difference in mor-
tality noted earlier was for homicide. Research reveals that the combination of
concentrated poverty, male joblessness, and residential instability leads to high rates
of single parent households and these factors together account for variation in the




 Importantly, the association between these factors and
violent crime for whites was virtually identical in magnitude with the association for
African Americans.
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Several studies have found a positive association between both adult and infant
mortality and residence in segregated areas. One recent study has documented ele-
vated mortality rates for both blacks and whites in cities high on two indices of seg-




 This pattern suggests
that beyond some threshold of segregation, the adverse conditions linked to highly
segregated cities may negatively affect the health of all persons who reside there.
Another mechanism by which discrimination can affect health status is through
access to medical care. The stigma of racial inferiority appears to affect the way that
minority group members are treated in the health care system. A large body of evi-
dence indicates that even after adjustment for SES, health insurance, and clinical sta-










 and from analyses of the receipt of diagnostic and treatment procedures




 Among Medicare inpa-
tients, blacks were less likely than whites to receive all of the 16 most common pro-
cedures. Further examination revealed that there were only four procedures that
blacks were more likely to receive than whites. Blacks were more likely than whites
to have the amputation of a lower limb, the removal of both testes, the removal of




These procedures all reflected delayed diagnosis or initial treatment, poor or infre-
quent medical care and the failure in the management of chronic disease.






 demonstrated that African Americans were less
likely than whites to receive bypass surgery when rigorous criteria demonstrated that
the procedure was appropriate, as well as when rigorous criteria indicated that it was






 documented that blacks were less
likely than whites with comparable disease to receive bypass surgery even among
those patients with the most severe disease and with the greatest predictive benefit
of survival. Moreover, this study found that the five-year survival rate was signifi-
cantly lower for blacks. Other recent research indicates that patient preferences





 Taken together, these studies suggest that consciously or unconscious-
ly, a nontrivial proportion of the health care workforce discriminates against African
Americans.
Some research also suggests that the subjective experience of discrimination may
be an important type of stress that can adversely affect health. A review of these stud-
ies reveals that exposure to stress in a laboratory setting can lead to cardiovascular





 In addition, population-based epidemiologic studies also reveal that expe-
riences of discrimination are adversely related to both physical and mental health.
One recent study of a major metropolitan area characterized exposure to a broad




 This study documented that compared to
whites, African Americans experienced higher levels of both chronic and acute mea-
sures of discrimination and markedly higher levels of discrimination based on race
or ethnicity. Importantly, analyses of these data documented that most of the racial
difference in physical health was accounted for by SES. However, the consideration
of experiences of discrimination made an incremental contribution in accounting for
racial differences in self-reported measures of physical health. Studies of the health
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consequences of experiences of discrimination are still in their infancy, and there is
an urgent need for prospective studies that would identify the temporal ordering of
the relationship between discrimination and health.
What does it mean for a child to grow up in a society where he or she is viewed
as being inferior and where those messages are routinely communicated in multiple
ways? A small body of research suggests that the prevalence of negative stereotypes
and cultural images of stigmatized groups can adversely affect health status. Re-
searchers have long identified that one response of minority populations would be to
accept the dominant society’s ideology of their inferiority as accurate. Several stud-
ies have operationalized the extent to which African Americans internalize or en-
dorse these negative cultural images. These studies have found that internalized
racism is positively related to psychological distress, depressive symptoms, sub-






Striking racial differences in health and their persistence over time are not acts of
God. Neither can they be understood as simply reflecting racial differences in indi-
vidual behavior or biology. Instead, considerable evidence suggests that they reflect,
in large part, the successful implementation of specific policies. Racism has been
responsible for the development of an organized system of policies and practices
designed to create racial inequality. Research is needed that would identify how
large societal forces shape individual beliefs and behavior and combine with preex-
isting resources and vulnerabilities to affect health status. Social factors ultimately
affect health through specific physiological mechanisms and processes. The concept
of allostatic load provides a useful framework for tracing the pathways from envi-
ronmental exposure to adverse changes in health status via explicit physiological
processes.
 
54 Racial differences in health importantly reflect the impact of the social
environment and the cumulation of adversity across multiple domains. Efforts to im-
prove the health of racial minority group members and reduce racial disparities in
health may have to be equally comprehensive in the implementation of strategies that
address the fundamental underlying causes of these disparities.
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